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The typical busy cardiovascular specialist is confronted 
daily by many difficult decisions. From the medical stand- 
point, the cardiologist must frequently decide whether to 
apply thromboIytic therapy, to perform cardiac catheteriza- 
tion, to recommend bypass surgery or pacemaker implanta- 
tion and whethLr to employ antiarrhythmic or vasodilator 
drugs. Regarding the delivery of care itself, physicians often 
grapple with issues relating to the optimal technology to be 
utilized in their office or hospital and which procedures they 
have obtained adequate expertise 10 perform. It is not 
surprising, therefore, that amid the multiple important daily 
issues cardiologists face, little attention is paid to the Cur- 
rent Procedural Terminology (WI’) codes under which their 
services are billed. 
CPT-4 and cardiovasczhr imaging techniques. The Phy- 
sicians’ Current Procedural Terminology-4th Edition fCPT- 
4) handbook, published by the American Medical Associa- 
tion in 1988, consists of a systematic listing and coding of 
procedures and services performed by physicians. Proce- 
dures and services are classified into five major sections: 
medicine, anesthesiology, surgery, radiology. and pathology 
and laboratory. Listings generally are grouped by organ 
system within each major section. Of significance to cardi- 
ologists is the fat: that many cardiovascular services, spc- 
cifically those employing imaging techniques. are listed 
twice, once under medicine (CPT codes in the 90.000s) and 
once under radiology (WI codes in the 70,000s). Recently, 
the CPT-4 codes used for billing have assumed great impor- 
tance for clinical cardiologists. 
INning a radiologist. The Omnibus Budget Reconcilia- 
tion Act signed into law in 1987 provided for the construction 
of a relative value scale to serve as the basis for Medicare 
payment for radiologic services. In entering into this agree- 
ment, radiologists opted for the potential of a discounted fee 
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schedule rather than alternative reimbursement schemes 
such as diagnosis-related group categories (DRGs). Of par- 
ticular relevance to cardiologists is the fact that, for the 
purposes of this legislation, radiologic services were defined 
as those provided by a physician eligible or certified by the 
American Board of Radiology or “for whom radiologic 
services account for at least 50% of billing” under Part B of 
Medicare. Therefore, this legislation created the possibility 
that certain cardiologists who deal extensively with proce- 
dures employing imaging, such as cardiac catheterization, 
radionuclide studies or ultrasound, could be classified as 
radiologists. In addition to representing a clearly inappropri- 
ate classification, such a definition could have resulted in a 
situation in which cardiologists were bound to a financial 
agreement with the Medicare program that they had no role 
in negotiating. 
T/W Atttericun College of Cardiology hns expressed con- 
certt 30~1 ihis Ic,qislotive provision, partictdarly abotrt the 
defirtifiort of II rctdiologist. In a written response to the 
Health Care Finance Administration (HCFA) the College 
pointed out that many procedures employing imaging tech- 
nologies are cardiovascular services performed by cardiolo- 
gists. These procedures typically require expertise in both 
cardiocirculatory physiology and pathophysiology in addi- 
tion to a knowledge of anatomy. The primacy of the cardio- 
vascular domain of these procedures is supported by the 
contributions of cardiologists to the devetopment and valida- 
tion of the lechnology as well as by the fact that the mdority 
of procedures are performed by cardiologists. In a letter to 
William Roper. MD. Administrator of HCFA. 1 expressed the 
concern of the College that this legislation might result in the 
inappropriate and, we believe, unintentional consequence of 
having organized radiology directly negotiate a fee schedule 
for cardiovascular specialty services. 
The CPT-4 solution. From the outset it appeared &hi ihe 
straightforward solution to this dilemma lay in the CPT-4 
code book. This reference guide, which was developed with 
representation from all specialties of medicine, recognizes 
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the separate and distinct nature of the imaging services in the 
area of cardiology and radiology. Because separate cardio- 
vascular and radiologic codes are listed for cardiovascular 
procedures that employ imaging, a method exists by which 
to distinguish those services provided by cardiologists and 
radiologists. Indeed, in a recent public statement. Dr. Ross 
Anthqny, the Assistant Administrator for policy of HCFA. 
indicated the intent of his office to focus on the radiologic 
70,000 series CPT-4 codes in the construction of the forth- 
comkrg radiology fee schedule. Thus it appears that a 
resolution of this potential problem is at hand. 
Si for cardiovasc&r services under the 90,000 series 
CPT-4 e&s. In the course of gathering data and communi- 
cating with government representatives involved in the 
development of the radiology relative value scale, several 
important issues have appeared. There are data indicating 
that a considerable percentage of radiologic services is billed 
by nonradiologists (up to 35% in one survey). Evidence 
exists suggesting that manv cardiologists bill for services 
under the radiologic UT-4 codes and that cardiologists may 
well account for a large portion of reimbursement requests 
submitted by nonradiologists. Clearly, billing for a cardio!o- 
gist’s services under radiologic CFT-4 codes has implica- 
tions in several areas, including the collection of health care 
statistics and determining the relative prominence various 
specialties play in the delivery of specific services and 
procedures. Such considerations may be too abstract to have 
a significant impact on the busy cardiologist. However, the 
attention of even the most harried among us should be 
attracted by the fact that cardiovascular services billed 
under radiologic CFT-4 codes will likely be reimbursed at a 
different level--one negotiated by radiologists-after imple- 
mentation of the new radiology relative value scale. 
Accordipgfy, it is imperative that each cardiologist en- 
sare that reqtrests for reimbsrsemem for all sewices artd 
procedures are appropriately sabrnitted under the 90.000 
series CPT4 codes for cardiovasctrlar services. For better or 
for worse. it appears that in the future the government will 
recognize cardiologists largely on the basis of the CPT-4 
codes they utilize. 
